of the ingested dose; after TSH injection of 2.5 units it was only 21 %, and after a further injection 18 %; this indicates no thyroid reserve.
Discussion
These two patients who presented with ischemic heart disease have the syndrome of premyxoedema. Patients with premyxcedema: (1) are clinically euthyroid; (2) have normal serum levels of thyroid hormones; (3) show evidence of thyroid disease, usually autoimmune thyroiditis (AIT), with thyroid antibodies or having had partial thyroid ablation by irradiation or surgery; (4) have a raised serum TSH; (5) usually have raised serum lipids and commonly present with coronary artery disease.
It has been argued that the association of hypercholesterolhmia with AIT must be fortuitous if current serum thyroid hormone levels are normal (Lewis & Krikler 1971) . This assumption is incorrect because the hypercholesterolmmia could be related, for example, to the raised serum TSH level. Since the original descriptions of premyxoedema (Fowler & Swale 1967 , Fowler et al. 1970 100 patients with the diagnosis of premyxcedema have been assessed (Ikram et al. 1973 ) and many more subsequently diagnosed; the two patients described here are typical examples.
The analysis of 100 patients included measurement of the thyroid reserve by noting the response of the gland to TSH stimulation as described by Hobbs et al. (1963) . The thyroid reserve is an indirect measurement of the subject's serum TSH level. Results of thyroid reserve tests and TSH levels usually agree. Occasionally the thyroid reserve is reduced when the serum TSH is normal. The thyroid reserve is therefore either more sensitive or less discriminatory than the direct measurement of the serum TSH. Subsequent studies measuring the rise of TSH after thyrotrophin releasing hormone (TRH) correlate well with Hobbs's test of the thyroid reserve. Some patients with premyxoedema have a normal TSH but exaggerated response to TRH.
Clofibrate in premyxcedema invariably reduces the serum cholesterol to normal and has been used in these patients until they have progressed to myxcedema, when L-thyroxine has been started. Follow up will show whether coronary artery disease can be prevented in premyxcedema by keeping the serum lipids normal with clofibrate and in myxoedema by giving sufficient L-thyroxine to reduce the serum lipids to normal. This is in contrast to the adjustments of L-thyroxine dosage based on symptomatic relief or relying on the reduction of TSH levels alone. On examination: The patient was anaemic (haemoglobin 9.4 g/100 mnl), with an iron deficient picture, and slightly pyrexial (temperature 37.5°C). Abdominal and rectal.examination normal. Over the sacrum an ulcer of 2.5 cm diameter and an adjacent smaller ulcer were visible, with infected granulating bases. The surrounding skin was indurated, red and hot. Couirse: Local dressings failed to initiate improvement. 2.9.74: examined under anasthetic, ulcers debrided and connecting skin bridge removed; no deep track seen, vaginal and rectal examinations normal; sinography demonstrated only a subcutaneous cavity. Histology of removed skin: chronic granulation tissue with no evidence of tuberculosis or Crohn's disease.
Subsequently the ulcer became cleaner and slow healing occurred, as shown in Fig 1. 21.10.74: particles of peas and carrots, from a recently consumed meal, appeared on the dressings. Second sinogram was performed and showed dye entering a subcutaneous cavity and passing through a fistula to rectum and descending colon (Fig 2) . Barium enema (Fig 3) demonstrated a localized narrowing in sigmoid colon suggestive of a carcinoma, with sigmoid diverticula present. An IVP excluded left ureteric involvement. Operation (5.11.74): An inflammatory mass in the sigmoid colon was adherent to the left side of the sacrum and pelvis. The left ureter passed through it but was intact. Diverticular disease involved the sigmoid and descending colon, but no carcinoma was found. A track of granulation tissue passed from the mass through the left greater sciatic notch. The sigmoid and descending colon were excised and a transverse colorectal anastomosis with right transverse colostomy was performed. A piece of omentum was interposed between the fistulous track and anastomosis. Progress: The colostomy was closed on 6.1.75. The sacral ulcer healed slowly and healing was complete by March 1975.
There has been only one previous sigmoidsacral diverticular fistula reported (Goldfarb et al. 1964) . In their case the fistulous opening was on the left buttock. Among reports of 1555 operated cases of diverticulitis reviewed by Colcok & Stahmann (1972) there were 296 fistule (19%).
Of these, 77 were colocutaneous but only 10 occurred spontaneously, the remainder presenting postoperatively, although in some cases only after a considerable delay. In Colcok & Stahmann's own series of 64 fistulae of all types, 61 % followed surgical procedures, in particular simple drainage of an abscess, with or without colostomy but with no resection of the affected segment. They recommend one-stage resection of fistule in ideal circumstances, i.e. a well prepared colon with little or no acute inflammation or obstruction. However, in most cases a two-or threestage resection will be preferred. This patient first presented at the hospital in 1960 with thyrotoxicosis, for which she underwent a subtotal thyroidectomy. At that time she had no gastrointestinal symptoms, and she has remained clinically and biochemically euthyroid since.
In 1973 she presented again with a five-year history of epigastric pain, vomiting, episodic diarrhoea and weight loss. Barium meal investigation showed pyloric canal narrowing, but the stomach and duodenum were normal. Gastroscopy revealed a pin-hole pylorus and a normal stomach, it being impossible to enter the duodenum. Operation (14.1.73): Assuming a pyloric ulcer, selective vagotomy and pyloroplasty (Heineke-Mikulicz) were performed but, on opening the pylorus, hypertrophic pyloric stenosis with no evidence of ulceration was found. Biopsy, important in excluding pyloric carcinoma, confirmed the diagnosis. The small and large intestine were noted to be normal. However a mucocele of the gallbladder with a gallstone impacted in Hartmann's pouch was found, leading to cholecystectomy following operative cholangiography.
In other series of adult hypertrophic pyloric stenosis (Christiansen & Grantham 1962) 17 % of patients have had co-existing gallbladder disease or hiatus hernia.
Following operation and during the next nine months, our patient continued to have symptoms of vomiting, unrelieved by metoclopramide; and diarrheea thought to be due mainly to the vagotomy. Reinvestigation by gastroscopy showed restenosis of the pylorus. After consultation of the available literature on adult hypertrophic pyloric stenosis (Keynes 1965) it was decided to excise the whole pyloric area and construct a gastroduodenal anastomosisa Billroth 1 type of procedure. Again full histopathology of the whole pylorus confirmed the original diagnosis. Second operation (September 1975) : The terminal ileum and mesentery were found to be red, thickened and cedematous; a right hemicolectomy was performed. Histopathology confirmed the diagnosis of Crohn's disease and led to a careful reexamination of the pylorus, but revealed no evidence of Crohn's disease to explain the pyloric narrowing.
Since her second operation this patient has remained fit and well, with no symptoms of obstruction and requiring diphenoxylate only occasionally to control a tendency to loose and frequent motions.
Commenit
This patient has presented with four clinical conditions: thyrotoxicosis, adult hypertrophic pyloric stenosis, gallstones, and Crohn's disease. Three of these conditions could explain the diarrheea, although her present mild and improving symptom may well be due to the operation of vagotomy; it is hoped it will completely abate in time.
A number of operations have been used in the treatment of adult hypertrophic pyloric stenosis, including simple dilatation, a Rammstedt procedure, gastroenterostomy, pyloroplasty and a limited distal partial gastrectomy. Certainly a surgical procedure is necessary, positively to exclude complicating disease (especially carcinoma), and more importantly to relieve the obstructing symptoms. Most fall short by failing to relieve fully the obstruction. The limited gastrectomy is now favoured (Keynes 1965 ), because it excises the whole affected area; but a pyloroplasty of the Finney type has had some success. In this patient's case, a Heineke-Mikulicz type, of pyloroplasty was performed initially and was inadequate. In our patient the adult hypertrophic pyloric stenosis must on the evidence be regarded as primary and in treatment excision of the whole pylorus is stressed.
